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=> EDITORIAL 


KEEP THE MEDICAL SOCIETY 
PROGRAMS UP-TO-DATE 


Now that the fall and winter season 
approaches the officers of the County 
Medical Societies may well look to the 
building of interesting programs which 
will attract the members to every meet- 
ing. It has been said that a good din- 
ner nearly always is successful in ex- 
citing the interest of the members and 
bringing out a good attendance. We 


believe in the long run nothing sueceeds 
so well as a good scientifie program, 
into which every contributor puts his 
best efforts. We are confident that the 
social side of the medical society should 
not be neglected, but this certainly 
should be a secondary matter. The scei- 
entifie program cannot be constructed 
successfully in a haphazard manner; 
the committee having in charge this 
matter should give serious thought to 
it. No one blames the average doctor 
for not going to a meeting which prom- 
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ises little or nothing in the way of sci- 
entific interest. We have noted the 
past year or two that the district socie- 
ties are keenly alive to their opportu- 
nity and without exception they are 
now attended by large numbers of phy- 
sicians. Why? Simply because they 
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have a well balanced program, carefully 
prepared, in almost every instance. 
Every county society should be a leader 
along these lines, inasmuch as the coun- 
ty medieal society is the foundation 


stone of organized medicine in America. 


ORIGINAL ARTICLES : 


THE UNINTENTIONAL NEGLECT 
OF CHILDREN’S EYES AND 
THROATS IN SCHOOLS OF RU- 
RAL DISTRICTS. 


By C. E. Crosby, M. D., Greenwood, S. C. 


I east no reflections on anyone when 
I speak of the conditions of the throats 
and eyes in the children who are neg- 
lected by the parents and by the busy 
’ family physician who has time only to 
see and prescribe for those whom he is 
called upon to see, especially is this true 
in the rural districts. A recent investi- 
gation of a school in Garnett, Hampton 
County, 8S. C., revealed to me an ap- 
palling state of affairs. 

Through the efforts and integrity of 
Mr. Thos. O. Lawton, chairman of board 
of trustees, a man of unusual far sight 
and love for his community, realized 
the importance of giving every child 
his or her just dues. He began a move- 
ment to have the throats of every child 
examined by the local physician. Dr. 
Peeples of Scotia, a most capable man, 
was ¢called upon to make this examina- 
tion. In this school of about seventy 
pupils, he found thirty-three (33) with 
diseased tonsils and adenoids. Mr. 
Lawton then came at once to Green- 
wood and talked with me about the pos- 
sibility of having these little folk op- 
erated upon in their respective homes. 


Realizing the task of doing this in the 
homes would ineur a great waste of 
time, the people of this hustling little 
town came together, worked in unison 
and equipped their own school house 
into a comparatively good and sanitary 
hospital. The floors and walls were 
washed and serubbed with water and 
antiseptie solutions, cots were brought 
from the homes and in -short order 
twenty-two were placed in two rooms, 
one room for the boys and one for the 
girls, a third room was fitted up for the 
operating room. (Note there was no 
electricity or water works), oil stoVes 
were brought for sterilizing, ete. Re- 


alizing the need of quantities of towels 


and other things which needed wash- 
ing and sterilizing, one of the teachers 
volunteered to look after this and did 
a most flourishing day’s washing. 

The State Board of Health realized 
the importance of this work, kindly 
consented to give us a physician, Dr. 
Knotts, and a nurse, Miss Fenton, These 
with the local physician, Dr. Peeples, 
we began work on April 26th. T exam- 
ined all the children’s throats and my 
findings corroborated with Dr. Peeples’ 
almost to a child. With the combined 
efforts of these whole-souled parents 
and the teachers of this school, work 
went through like it might have been a 
nose and throat hospital of long stand- 
ing. After seventeen hours of actual 
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work and without a hitch or complica- 
tion of any kind, the job was complet- 
ed. Thirty-three children and two 
adults. ’Tis true that at the beginning 
some parents were skeptical and hesi- 
tated to have anything done, but seeing 
everything moving along so nicely, the 
most skeptical threw aside every doubt 
and fear and volunteered to do any- 
thing he was called upon to do. 

Today this community is happy in 
knowing that they have done their part 
toward making their children better 
boys and girls both physically and men- 
tally, and a consequent better com- 
munity for the future. 

Why can’t we who are specialists in 
this line of work go out and help the 
needy in the rural districts? Some 
will say they will come to us. ’Tis true 
a great many of them will and a great 
many will not. Those who will not are 
the ones we want to get at, for they are 
of parentage who are either skeptical, 
do not care, or think they ean’t af- 
ford it. 

Now the remedy is, have the trustees 
drill into the mind of every parent the 
importance and necessity of this work. 
Have the familv physician examine the 
children and report to the trustees the 
number of eases and let the Garnett 
High School be a» example of what 
ean be done by the people who want 
it done. 


SOME INDICATIONS FOR CESAR- 
EAN SECTION WITH REPORT OF 
A SECTION UNDER LOCAL AN- 
AESTHESIA. 


By Robert E. Seibels, M. D., Columbia, S. C. 


Read before the South Carolina Medical 
Association, April 20, 1921, Columbia, S. C. 


In no field of surgery have greater 
advances been made than in the eutting 
operations of obstetries. In particular, 
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the Cesarean section, or abdominal hys- 
terotomy—+io use the modern term—has 
come to occupy a most important place 
in our work. This operation comes down 
to us from ancient times—the Egyp- 
tians are said to have practised it, as 
has been shown by pictures on the walls 


.of the tombs. At first it was done as 


only a desperate effort to secure a liv- 
ing baby after the death of the mother 
during labor, and it is not until com- 
paratively recent years that it was re- 
garded as an operation to be done with 
any great hope of conserving the moth- 
er’s life. In the last few years the in- 
dications have been so broadened by 
certain operators that the waggish re- 
mark has it that there are only two re- 
quirements for Cesarean section—that 
the woman be pregnant and that the 
husband have money. 

While it may be that section has been 
performed unnecessarily in many cases 
and while two men of equal ability, ex- 
perience and soundness of judgment, 
may take opposite views in a given case, 
one must not lose sight of the fact that 
the usually accepted indications for see- 
tion are pretty clear-cut and we must 
not allow ourselves to be prejudiced 
against an operation because it has been 
misused. However, we must be on our 
guard against turning to section as an 
excuse for obstretrical laziness or ig- 
norance. 

We believe that the practice of obstet- 
ricans of turning sections to surgeons 
rather than doing them themselves and 
of surgeons of doing sections simply be- 
cause the obstretrician said it was nec- 
essary, is partly responsible for the lack 
of the general understanding of the 
time and occasion for this operation. 
We consider that each case must be de- 
cided on its own merits—measurements 
that would be satisfactory in a young 
and vigorous woman with a small fetus, 
might well be the opposite in an elderly 
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primipara with high blood pressure and 
a large baby. Again we have a woman 
with good pelvic measurements—per- 
haps even large—but she has suddenly 
gone blind, high blood pressure, jeun- 
dice and vomitine blood: although the 
baby may have died or is too voung to 
be saved, we mav well feel thot ber life 
my be saved, ard the future of her kid- 
nevs may be medo more hopeful by the 
prompt delivery by section rather than 
waiting the severel hours necessary for 
a proper dilatetion of her cervix and 
breech ex- 


delivery by version and 


traction. 


Bearing in mind the low mortality 
for mother and habv in section and the 
hieh mortality for both, either in high 
forceps or version with breech extrac- 
tion, we should certainly consider also 
the mother’s side of the question. Lose 
for her the first baby and subsequent 
pregnancies may assume such horrid 
proportions that she may never willing- 
ly conceive again. Give her a live baby 
—even at the cost of an operation of 
questionable necessity —and_ she is 
much more apt to view another preg- 
naney as simply her duty. 

We evn best illustrate our accepted 
indications bv brief case reports. 


Case I. L. J., white, age 27, ipara, 26 


Referred by Dr. J. 


three 


weeks pregnancy. 
J. Watson Nausea for first 
months—only moderate. Otherwise 
pregnaney normal until Feb, 23, 1920, 
when she waked with headache, swollen 
extremities and face and dim vision 
which had become blindness by noon. 
Seen in consultation at 2:15 p. m., with 
B. P. 200-140, urine solid with albumen 
—-sediment filled with hyaline and gran- 
ular casts. Uneonseious, general mus- 
eular twitehing at first and convulsions 


during latter part of examination. Eve 


grounds showed marked albuminuric 
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retinitis with hemorrhages. The total 
phtalein output was 45 the morning of 
delivery—within normal limits. 

Section was done in the face of a non 
viable fetus beeause of the rapid devel- 
opment and extension of alarming 
symptoms. The mother was home on the 
twentieth day after operation and has 
had no albumen or easts since May, 
1920. The vision has come hack to 
15-20. We believe that the outlook 
would have been very grave in this 
ease without rapid delivery. 

Case IL. J. P., 
liipara, 26 weeks pregnaney. 
by Dr, E. C. Truesdell. Headaehe and 


edema with previous pregnancy. For 


white, 33 


Referred 


years, 


two weeks has had headache, nausea, 
marked dyspnoea ard failing vision and 
increasing edema to present. Seen in 
consultation June 11, 1920. Absolutely 
water-logged. B. P. 185-130. Urine 
solid with albumen. H[yaline 2nd gran- 
ular casts. Vision reduced to pereep- 
tion of light only. 
lv lacerated. Hemoglobin 45 per cent 
We felt that the marked general 
edema, anemia and visual disturbances 
and the history of previous severe tox- 


Cervix rigid—deep- 


emias were sufficient to warrant im- 
mediate and rapid delivery with a min- 
imum of trauma to her tissues. Seetion 
was done and four d»vs later there was 
no edema, vision markedly improved 
She was discharged fifteen days later 
with verv good kidney funetion. 

Case IIT. R. H, white, age 21, ipara. 
At term. Referred by Dr. Williom A. 
Povd. This natient hed had blood pres- 
sure above 180 for six weeks in spite 
of being in bed, milk diet and free ea- 
tharsis. Her toxemia wes onlv moder- 
ate but her color was poor. she had a 
good deal of albumen. hyaline and some 
granular casts. We diagnosed a good 
sized baby and her measurements were 
all small, the justominor flat type of 


pelvis. We decided that we were faced 
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with either a section or a high medium 
forceps or version and breech. Her 
cervix was the usual rather long, rigid 
type of the young primipara and we 
were sure of a long hard labor with a 
big baby. The two possibilities were 


submitted to her and to her husband. 


and they requested section. At opera; 
tion we found the true conjugate small 
and delivered a baby which weighed 
834 pounds. Her convalescence was 
uneventful. 

Case IV. R.S., white, age 31, ipara, 
26 weeks pregnant. Like Case I this was 
sudden, violent outbursts of eclampsia 
in a previously well woman. Fourteen 
hours after she had been examined and 
found to have normal urine and blood 
pressure, she had a violent convulsion, 
pressure went to 200 and her urine was 
loaded with pus, casts and red cells. 
Section was performed and she reacted 
well to it. Her convalescence was com- 
plicated by acute rheumatie fever, pye- 
lo-nephritis and abseessed teeth. This 
case is most suggestive of being of sep- 
tic origin—that is, that sepsis was pos 
sibly the basis of the nephritie explosion 
just as we do see acute, overwhelming 
nephritis in other severe infections. 

Case V. T. H., white, age 36; iipara. 
At term. Referred by Dr. Bruce Guig- 
nard. This patient had moderate tox- 
emia of pregnaney which had grown 
worse under treatmen. She had had 
headache, edema and albumen during 
her first pregnaney rather pro- 
longed labor. We felt that the indica- 
tions for section were perhaps not urg- 
ent in this ease, but that any long labor 
would be very hard on her; she and 
her husband were very anxious for the 


avoidance of labor and they both 
wished that she be sterilized. She re- 
turned home for an uninterrupted con- 
raleseenee ten days after Cesarean 
with the excision of the tubes. 

Case VI. Negro, age 29, ipara. At 
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term. Referred by Dr. Bruce Guignard. 
She resembled Case LV in having’a pos- 
sible septic origin for her sudden and 
violent eclamptic seizure, for she had 
passed a calculus on Feb. 16, 1921. On 
the 19th she waked up with headache 
and by 9 p. m. was markédly swollen 
and restless and shortly afterward went 
into convulsions. Her pressure was only 
160 systolic. Her urine showed a heavy 
trace of albumen, casts and pus. See- 
tion was performed at midnight. Her 
convalescence was complicated by the 
continuance of a severe pyelitis. 

Case VII. Syrian, age 33, ivpara. At 
term. Referred by Dr. Bruce Guignard. 
This patient had had twins and had 
complete separation of the reeti mus- 
cles below the umbilieus—the uterus 
was completely out of the confines of 
the abdomen and pendulous. The fun- 
dus hanging down to the level of the 
vaginal orifice when she stood up. She 
was in labor and the uterine contrae- 
tions were plainly visible through the 
skin, which with the peritoneum, alone 
covered the organ. A remarkable sight 
indeed—it seemed as though she would 
burst her abdomen open during uterine 
contraction. She was put to bed, the 
herniated uterus replaced as well as 
possible and a binder applied. After 
six hours of pains, no progress had been 
made, the head was not engaged, the 
position was transverse and the patient 
hysterieal. We performed a seetion and 
removed both tubes. Her convalescence 
was normal. 

Case VIII. D. W., white, aged 25, 
iiipara. At term. The history of the 
previous labors was that after pro- 
longed, hard labor with medium foreeps 
in both cases, normai looking babies 
were born which took a few breaths 
and died. Her husband, a physician, 
was most discouraged at the outlook. 
We examined her carefully and though 
her external measurements were nor- 
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mal and the pelvis felt roomy from be- 
low, we diagnosed high flattening and 
performed a section on Nov. 8, 1920. 
At operation, the promontory of the 
lumbo-sacral angle was found to jut 
forward and impinge on the inlet of the 
pelvis to a*most marked degree. The 
closed fist could not pass through the 
inlet easily. Convalescence was rapid. 


In these eight cases then, we hope to 
have shown you that we have not based 
our operation on one indication such as 
eclampsia, malposition, or small meas- 
urements. We have tried in each case 
to consider not only the present condi- 
tion of the mother, but her future, not 
only the life of the baby but—in viable 
cases—its future; a side of the question 
that Dr. Guignard will present to you. 


Our results are: Eight cases oper- 
ated. No maternal deaths. No mater- 
nal shock. Eight babies delivered by 
section—all born alive, three were be- 
fore the period of viability (28 weeks) 
and two of these lived four hours and 
one lived fifty-five minutes. Five babies 
viable, all living. Mortality for moth- 
ers and viable babies 0. 


The last case we will detail for you 
is for the purpose of bringing to your 
attention a procedure that can be used 
in a most desperate case where a gen- 
eral anaesthetic may not be given with 
safety and one fears the shock of ver- 
sion or even normal delivery—a method 
particularly suited to cardiaes, nephri- 
ties, the tubereular and carcinoma 
cases. 

Case IX. J.S., white, age 47, ixpara, 
8% months. Patient referred to Dr. 
J. J. Watson by Dr. E. C. Thomas of 
Jefferson, S. C., on April 19, 1920, ecom- 
plaining of dyspnea and edema. Since 
end of September (1 month pregnant) 
has had dyspnea, edema of the feet and 
shortness of breath. For six weeks pre- 
vious to our consultation these had been 
inereasing, with pallor and weakness. 
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Now requires two pillows constantly, 
for she is very dyspneic. 

Physical examination reveals a pale 
woman propped up in bed, very short 
of breath and marked edema of face, 
hands, extremities and abdominal wall. 
Heart enlarged to left axillary line and 
one inch to the right of the sternum. 
A loud, blowing systolic murmur at 
apex, transmitted to axilla and back 
and obliterating other sounds: at the 
base almost a continuous murmur. Pulse 
140, regular. B. P. 140-100. Lungs, 
many coarse, bubbling rales. Liver and 
spleen not felt. Uterus two fingers be- 
low ensiforme cartilage. Position of 
baby L. O. A., fetal heart 156. 

Blood examination, hemoglobin 23 
per cent. Urine’ showed marked 
trace of albumen, hyaline and 
granular casts. Total urinary output 
in past 24 hours, 12 ounces. Her blood 
was typed by Dr. F. M. Routh and 
found to be ‘‘Type IV,’’ and Dr. Wat- 
son transfused her by the citrate 
method, giving her 500 e.e. from her 
sen. 


We decided that the most probable 
result of even a short labor would be 
her death, as we did not believe her 
heart would take her through it, nor 
did we deem it possible for her to with- 
stand any hemorrhage. <Any general 
anaesthetic was ruled out, Dr. H. H. 
Griffin advising that even gas and oxy- 
gen would be most unsafe. We pre- 
pared for seetion under loeal anaes- 
thesia, as our previous experience had 
shown that the blood loss by section 
was less than that usual to a normal 
labor and that it was ordinarily with- 
out shoek. 


Procedure. No morphia was given 
on aecount of its depressing action on 
the baby’s respiration; 30 grains of 
chloral hydrate were given. Under % 


per cent novoeaine, a right rectus in- 
cision was made. The uterus was pushed 
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up by pressure on the flanks, but was 
not delivered as this is painful to the 
patient, it blocks the veins but not the 
arteries and thus increases hemorrhage 
and it is not necessary. The uterine 
wall is insensitive to cutting and no 
novocaine was injected; 1 ¢.c. of pitui- 
trine was given by hyperdermie just 
before the uterus was incised. The 
baby, weighing 6% pounds, was deliv- 
ered easily, breathed and voided urine 
promptly. After the placenta was de- 
livered, a piece of packing was left in 
the uterus, the end through the cervix. 
The uterus was closed with two rows of 
catgut, the abdominal wall in three lay- 
ers with catgut and silk worm. 


The patient grew nervous toward the 
end and complained for the first time of 
pain when the silk worm tension sutures 
were put in the skin. Dr. Griffin then 
gave her a few breaths of nitrous oxide 
—just enough to divert her attention— 
and the wound was closed. The total 
operative time was 45 minutes, inelud- 
ing the injection of the novocaine. She 
left the table in good condition, her 
breathing being easier. One hour later 
her pulse was 118. 


Convalescenee. For the next 24 hours 
her pulse was 118 to 132, her respira- 
tion 20 to 28. Under digitalis and diu- 
retin and hot dry packs her edema dis- 
appeared, through a urinary output of 
70 ounces a day and literally quarts of 
sweat. Her highest temperature was 99 
in the first ten days. 


Her wound healed by primary union. 
She slipped out of bed on the eighth 
day after operation to go to the toilet 
and on the tenth day, set out for her 
home by train, against our protests, as 
we felt that an hour’s ride in a day 
coach would be rather hard on her. 
However, she survived it and wrote re- 
cently that she was well and the baby 
beautiful. 
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Discussion : 


Dr. Jane Bruce Guignard (Columbia): 
I have had a few patients operated by 
Cesarean section, not one of which I re- 
gret. I remember when I was a medical 
student if there was a Cesarean section to 
be done all the students were invitea down 
to see it done; but now it has become com. 
paratively common because it is easy and 
usually safe. To my mind Cesarean sec- 
tion is not as dangerous as a great many 
other abdominal operations which are be- 
ing done day after day. It is spectacular, 
of course. 


The point I want to bring out is that 
Cesarean section is often safer, for the 
infant as well as the mother in certain 
serious situations. No woman goes through 
nine months of pregnancy without great 


hope of having a living child and it is a~ 


tremendous disappointment when a woman 
has gone through hard labor not to have 
the reward of a living baby. So itis worth 
some risk for the reward. We have all 
seen babies lost in the course of the slow 
process of dilating the cervix and deliver- 
ing by high forceps. Then the question of 
the’toxemia is important, and it is to avoid 
that I have used Cesarean section in 
chosen cases, to save the baby from that 
severe toxemia and probably save it from 
years of ill health because of impaired 
kidneys. Look back over the history of 
different families where the mother died 
in convulsions in confinement leaving a lit- 
tie girl baby, and then that little girl dies 
in confinement with her first baby. You 
have seen that more than once. What was 
it? Perhaps impaired kidneys from pro- 
longed toxemia which might have been 
avoided by a Cesarean section. I have 
been studying the urine of these babies 
and find they may contain casts and al- 
bumin for months and even years after 
their birth. There is one little fellow par- 
ticularly, now between four and five, that 
I have been watching closely. His mother 
lost her first baby in pregnancy and almost 
died herself from acute nephritis. The 
next time she had a case of fulminating 
toxemia. We delivered the child as rap- 
idly as possible without a Cesarean section, 
and the baby was toxic for about a week. 
He is fairly well now but from time to 
time his urine still shows casts. 
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The point I want to make is that these 
children’s kidneys may be impaired for 
life, and that the time saved by a Cesarean 
is very important. The point is to save 
these children from avoidable greater in- 
jury to their kidneys, for if they are girls 
they may easily succumb to toxic preg- 
nancy, and if they are boys they are more 
liable to be injured by causes which bring 
on chronic nephritis. You can do a Cesar- 
ean and save the child’s health as well as 
its life. My only regret is that more of 
my cases have not been delivered by 
Cesarean section. Several to avoid most 
dangerous mechanical difficulties. In sev- 
eral others babies have succumbed whom 
I believe could have been saved by a timely 
Cesarean section. 


THE IMPORTANCE OF EARLY DI- 
AGNOSIS OF GASTRIC CANCER 


By Robert Wilson, Jr., M. D., Charles- 
ton, S. C. 


Read before the South Carolina Medical 
Association, April 20, 1921, Columbia, S. C. 

Attention has been frequently called 
in recent years to the increasing death 
rate from cancer. Frederick Hoffman 
says, ‘‘that in contrast to a marked de- 
cline in the general death rate, cancer 
remains one of the few diseases actually 
and persistently on the inerease in prae- 
tically all of the countries and large 
cities for which trustworthy data are 
obtainable.’’ He estimates, ‘‘that there 
are now annually 80,000 deaths from 
malignant disease in the continental 
United States and that the disease is 
increasing at the approximate rate of 
2.5 per cent per annum. If the present 
rate of increase continues unehecked 
the annual mortality in the continental 
United States will soon exceed 100,000.” 
This increase involves most forms of 
eaneer. ‘‘During the period 1900-12 
eanecer of the buccal cavity increased 
from 1.6 to 3.0; cancer of the stomach 
and liver from 22.5 to 30.6; eancer 
of the peritoneum, intestines and ree- 
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tum from 5.7 to 9.8; cancer of the fe- 
male generative organs, from 8.8 to 11.7 
(or on the basis of female population 
from 9.1 to 14.9); cancer of the skin 
from 2.0 to 2.9; eanecer of the other 
organs and parts decreased from 17.9 
to 11.7. 

In South Carolina the death rate from 
all forms of eaneer has remained ap- 
proximately stationary since 1916 as 
shown by the following figures: 


Re 31.8 per 100,000 
31.9 per 100,000 
28.0 per 100,000 
SE 31.5 per 100,000 
29.9 per 100,000 


Gastrie cancer constitutes about 33 
per cent of all forms and appears to be 
inereasing steadily. Smithies says that 
‘‘the inerease in gastric cancer is real 
and alarming. At the age of 40 and 
above it has increased more than 10 per 
cent for both sexes.’’ From 1916 to 
1918 the death rate from cancer of the 
stomach and liver in South Carolina 
showed a slight increase, but not as 
ereat as indicated by the figures of 
Hoffman and of Smithies based upon re- 
turns from the whole registration area: 


9.0 per 100,000 
11.7 per 100,000 
10.1 per 100,000 


These figures indicate sufficiently the 
gravity of the cancer problem, one 
phase only of which it is the purpose 
of this paper to discuss briefly. 

It is obvious that until the cause of 
cancer be discovered our only means of 
lessening the high mortality is to exeise 
the diseased focus very early in its de- 
velopment, The statistics published by 
the Mayo elinie indicating that 38 per 
cent of cases of gastric cancer were well 
three years after the operation and 26 
per cent five years after the operation 
are certainly very hopeful, although 
equally good results have not been re- 
ported by surgeons in general. I think 
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that everyone who has studied the sub- 
ject and has followed his own cases 
must be impressed by the fact that by 
far the majority of gastrie cancers 
reach the operating table too late, and 
the operation which was designed to 
give relief, even if not effect a cure, 
prove to be only an antemortem section. 
Each time the writer has witnessed such 
an operation he has gone away asking 
himself the question why was not the 
diagnosis made earlier, and the wider 
his field of observation grows the more 
profoundly is he impressed by the re- 
sponsibility resting upon the physician, 
for the diagnosis of early malignancy 
seldom rests with the surgeon alone. 
We have to admit that the problem is 
often most baffling and that in many in- 
stances in the present state of om 
knowledge it is practically impossible 
of solution. Nevertheless, T cannot es- 
eape the conviction that something 
more can be done than is done. We 
are too prone to wait for the develop- 
ment of characteristic symptoms and 
laboratory findings. Nausea and vom- 
iting, perhaps pain, hematemesis of 
coffee ground character, loss of flesh 
and strength, anemia, absence of hydro- 
chlorie acid from the stomach contents 
with presence of lactic acid and Boas- 
Oppler bacilli, miseroseopie or occult 
blood and a filling defect shown on the 
X-ray plate, give us a secure diagnosis 
even though we cannot palpate a tumor 
mass. But unfortunately, although we 
thus construct a perfect and satisfac- 
tory diagnostie picture, it is too late to 
apply hopefully the appropriate thera- 
peutie measure. We have watched the 
patient, hesitating to advise operation 
until we were sure of our position, find- 
ing in the meanwhile, perhaps, a resting 
place in that antique conception of 
pathology which is embalmed in cur- 
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rent nomenclature in the term bilious, 
and in the medieval superstition in the 
power of calomel to remove it. 


The problem consists in determining 
the nature of the disease while it is still 
localized and there is hardly any diag- 
nostie problem that presents greater 
difficulties. Wm. J. Mayo says that, 
‘*it may be stated as an axiom that ear- 
cinoma of the stomach per se does not 
produce symptoms upon which an early 
diagnosis can be based.’’ Even well ad- 
vanced cases are at times very puzzling 
and may present singularly few gastrie¢ 
symptoms, while the analysis of the 
stomach contents may be very mislead- 
ing. A patient was admitted to the 
Roper Hospital having very few symp- 
toms besides pain in the epigastrium 
after eating. Stomach contents showed 
a total acidity of 75, free hydrochloric 
acid 45, combined hydrochloric acid 20, 
no laetie acid and no blood. Blood, 
however, was present in the feces. An 
exploratory laparotomy was performed 
and an inoperatable carcinoma involv- 
ing the head of the pancreas and the 
pylorus was found. 


There are so many uncertainties sur- 
rounding the early diagnosis that it 
may be laid down almost as axiomatic 
that every case involving gastrie symp- 
toms, especially in middle life, should 
be approached from the view point of 
possible malignancy, and we must ad- 
vise exploratory incision much oftener 
than has been our custom if we are to 
attack the disease soon enough to lower 
the present death rate. 


Many eases present a long standing 
history of symptoms indicating gastric 
uleer. According to the statisties of 
Wilson and McCarty 71 ner cent of gas- 
trie cancers developed upon an uleer 
base, in Pauchel’s series 80 per cent 
were traceable to previous ulcer, while 
other writers give varying figures. As 
a result of such studies the opinion is 
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now held generally that at any rate the 
large majority of cancers of the stom- 
ach develop from chronic ulcers, or as 
Smithies expresses it, ‘‘the early diag- 
nosis of gastric eancer concerns itself 
with the reeognition of chronic eal- 
loused peptic ulcer, particularly of the 


recurrent form,” and he intimates his 
belief that only by an exploratory op- 
eration can the correct opinion be 
reached, when he says that the early 
diagnosis of gastric cancer is a micro- 
scopie one. 


There is one very important point 
which must not be overlooked in study- 
ing patients who present symptoms of 
stomach involvement, namely that while 
gastric symptoms are among the com- 
monest of which patients complain we 
are reminded continually that these 
symptoms do not mean gastrie disease 
necessarily. The first step in every 
ease, therefore, is to make a complete 
survey of the patient in order to de- 
termine the existence, or non-existence, 
of an extra-gastri¢e disease which might 
account for the symptoms. One of my 
patients, for example, complained of 
gastric distress amounting at times to 
pain after eating, anorexia, nausea, 
rather rapid loss of weight. She was 
moderately anemic. Examination re- 
vealed a somewhat enlarged thyroid 
and a rapid pulse. Gastrie analysis 
showed nothing more than a slight re- 
duction of the hydrochlorie acid con- 
tent. X-ray examination was negative. 
The basal metabolic rate was plus 47. 
Under rest and X-ray treatment of the 
gland preliminary to operation the gas- 
trie symptoms disappeared. When ex- 
tra-gastrie disease is found, however, 
we are not thereby relieved of the ne- 
cessity in every case of making a very 
thorough investigation of the stomach 
function since it is obvious even though 
a patient is suffering from some gen- 
eral or remote disease which may cause 
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gastric dysfunetion, organic disease of 
the stomach may likewise exist. 
The chief gastric symptoms pointing to 


malignant disease are anorexia, vomiting 
and pyrosis, dyspepsia which is often 
painful. These symptoms may have ex- 
isted for a long period of time, perhaps 
for years, pointing to chronic ulcer, or 
they may have developed rather abrupt- 
ly only a short time before the consul- 
tation. General symptoms indicating 
malignancy are loss of weight and 
strength with a greater or less degree 
of anemia. These symptoms are pres- 
ent in varying associations, and we are 
often surprised to find how little ineon- 
venienced one may be even with an ad- 
vanced malignancy. One of my patients 
complained of substernal pain after 
eating, poor appetite and weakness, 
but said that his digestion was good. 
He proved to have an advanced earei- 
noma of the eosophageal end of the 
stomach with secondary deposits in the 
liver, and died shortly afterwards. An- 
other with pronounced lesion at the 
oesophageal end of the stomach and me- 
tastases causing well developed ascites, 
was of good complexion, complained 
but little of any discomfort save that 
which was due to the large amount of 
fluid in the abdomen and was able to 
attend the ‘‘movies’’ frequently. Cases 
giving a long history of indigestion may 
be puzzling. A periodic drinker with 
indigestion of many years duration be- 
gan to lose weight without aggravation 
of his gastrie symptoms. Stomach con- 
tents were characteristic of malignant 
ulcer and operation revealed a large 
growth on the posterior wall. His 
chronie indigestion had obscured the 
onset of malignancy until it was too 
late to afford relief. In the early stages 
physical examination may reveal little 
or nothing of any value. Anemia is not 
yet striking. Localized tenderness in 
the epigastrium may be elicited, and if 
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the malignaney has developed upon the 
basis of an old pylorie uleer there may 
be stenosis of the pylorus with visible 
dilated 


peristaltic waves and a 


stomach. The laboratory findings 


are too familiar to require de- 


tailed enumeration. Here again the 
proper evaluation of our findings re- 
quires a complete study of the cases as 


a whole. Emphasis should be laid es- 


pecially upon the presence of lactic 
acid and blood, if macroscopic or mi- 
eroseopic the altered character of the 
blood is particularly significant. Oc- 
cult blood in the gastric contents and 
in the stools is very significant likewise, 
if proper precautions be taken to ex- 
clude other possible causes, or sources 
of error in technic. The absence of hy- 
drochlorie acid is of course of consid- 
erable value if interpreted in connec- 
tion with other findings, but striking 
exceptions may occur as in the ease al- 
ready alluded to in which analysis 
showed a normal amount of hydro- 
chlorie acid, although an inoperatable 
cancer was found involving the pylorus. 

Carcinoma of other organs may give 
findings suggestive of gastrie involve- 
ment. A patient fifty years of age came 
to my clinie with jaundice. He had no 
pain and had lost only about ten pounds 
in weight in the past few months. He 
had vomited only once and had not been 
nauseated since. His appetite was al- 
ways good. Examination revealed 
marked anemia, hemoglobin being 50 
per cent, oceult blood in feces. Gastric 
contents showed a total acidity of 9, 
free hydrochlorie acid 2, combined hy- 
drochlorie acid 3, no lactie acid and no 
Boas-Oppler bacilli. Occult blood was 
present by the guaiae test. X-ray was 
negative. Diagnosis was made of ma- 
lignaney, probably gastric, with metas- 
tatie involvement of the liver. The op- 
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eration revealed malignancy of the head 
of the pancreas with no involvement of 
the stomach. 


should be 


made in all eases. Carman says that, 
‘*the Roentgen ray can discover 95 per 
cent of all gastric tumors of which only 
about 50 per cent are still of the oper- 
atable stage.’’ My own experience has 
taught me to place great reliance upon 
the radiographic report when positive, 
but there are a small number of cases, 
especially very early cases, in which we 
obtain negative findings. I have al- 
ready quoted one. Another case came 
under observation recently which pre- 
sented few gastric symptoms. Three 
examinations of the stomach contents 
were made. First: Total acidity, 10; 
free hydrochloric acid, 0; combined 
hydroehlorie acid, 2; lactie acid, 0; 
blood, altered in character, present; 
Boas-Oppler bacilli, present. Second: 
Total acidity, 22; free hydrochloric 
acid,, 3; combined hydrochloric acid, 7; 
lactie acid, 0; blood altered in character, 
present; Boas-Oppler bacilli, present; 
a few polyhedral cells. Third: Total 
acidity, 12; free hydrocholrie acid, 2; 
combined hydrochloric acid, 3; lactic 
acid, 0; blood, altered in character, 
present; Boas-Oppler bacilli, 0. Stom- 
ach washings in early morning showed 
a small amount of blood and no food 
remnants. Roentgen examination was 
negative twice. Operation revealed an 
early gastric malignaney which unfor- 
tunately was not primary, but secon- 
dary, so that nothing could be done to 
help the sufferer. Had this been a pri- 
mary stomach ease the patient’s life 
probably would have been saved, cer- 
tainly prolonged for several years. 


Roentgen examination 


The question of operation comes up in 
every case and it is often most difficult 
to decide. While it is true that many 
explorations are performed needlessly, 
our experience 


on the other hand, 
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teaches us that too few malignant cases 
are operated upon sufficiently early. 
Conservatism is a virtue, but there is 
such a thing as being too conservative 
and we should not in the name of con- 
servatism lose precious time. The in- 
creasing frequency of cancer of the 
stomach, the high mortality attending 
surgical treatment when postponed too 
long, the necessity of early operation 
if the disease is to be checked by re- 
moving it while still localized, make it 
essential that every case presenting gas- 
trie syptoms be thoroughly and con- 
scientiously worked out, and further 
that every gastric case, the cause of 
whose symptoms cannot be determined 
satisfactorily be advised to submit to 
an exploratory incision, that 
echronie gastric uleers be treated sur- 
gically, not medically. It is our duty 
to teach the public the truth about can- 
cer of the stomach as we are teaching 
them the truth about ‘ cancer of the 
breast and of the female generative or- 
gans. The public are in a receptive 
state of mind and when the plain facts 
are ealled to their attention I am con- 
fident that our efforts will receive co- 
operation. 


SURGICAL RENAL DISEASES 


By Milton Weinberg, M. D., Sumter, S. C. 


Read before the Seventh District Medi- 
cal Association, Sumter, S. C., July 7, 1921. 


Surgery of the kidney offers one of 
the most interesting chapters in surg- 
ery. It grew up over night. And we 
may truly say that the emerging from 
the darkness to light took place with 
great speed. We may say that it is 
nothing short of miraculous to have 
now a mortality of from 1 per cent to 
5 per cent as compared with the mor- 
tality statisties produced by Dr. S. D. 
Gross of Philadelphia in 1885 of from 
20 per cent to 60 per cent. 
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The history of surgery of the kidney 
is a most interesting one. Walcott, an 
American surgeon, in 1916 performed 
a nephrectomy for cancer, this was done 
by the transperitoneal route. The pa- 
tient was a woman 58 years of age. 
She died on the fifteenth day following 
the operation. In 1868, Peasly did a 
nephrectomy, also transperitoneally, 
for neoplasm. The patient died. Gil- 
more, in 1870, did the same sort of op- 
eration, but had better luck, the patient 
having recovered. The first lumbar op- 
eration was done by Simon, of Heidel- 
burg, in 1869. The operation was sue- 
cessful. Before attempting this opera- 
tion Simon was greatly perplexed. He 
did not know whether or not a ligature 
would hold the large renal vessels, nor 
did he know what effect the tying of 
the renal vessels would have upon the 
patient. To satisfy himself, he experi- 
mented on thirty dogs, and found to 
his great delight that the loss of a kid- 
ney through operation was consistent 
with life. The first English surgeon to 
perform such an operation was Durham, 
in 1872, and was first done in France 
by LeFort. In 1879 Pilcher collected 
fifteen eases. In 1885 Dr. Gross of the 
Jefferson Medical College of Philadel- 
phia collected 450 cases. 


William Ingalls of Boston, through a 
lumbar incision, in 1872, probably did 
the first suecessful nephrolithotomy, re- 
moving a large ealeulus. He not hav- 
ing reported this case until 1882, the 
credit has been given to Morris of Eng- 
land for first doing such an operation. 


Morris made a report of his ease in 
1881. 


Hahn of Germany, in 1881, intro- 
duced nephropexy. Bassini, Edebohls 
and Watson improved Hahn’s method 
of nephropexy. Keyes of New York 
made a contribution to surgical ne- 
phritis, 


tol 
lw 
mi 


|_| Ca 
] 
to 
cys 
Au 
vel 
bu 
ray 
tes 
Ge 
ph 
aet 
co} 
= the 
du 
the 
for 
int 
olo 
me 
en 
usi 
ca 
ne 
on 
lit 
ne 
an 


Carolina Medical Association 


It remained, however, for further dis- 
coveries and invention to be made later 
to do intelligent kidney surgery. The 
cystoscope was invented by Nitze of 
Austria, in 1876. In 1879, Edison’s in- 
vention of the ineandescent electric 
bulb led to ureteral catheterization. X- 
ray and pyelography, and functional 
test came later. In 1910 Rowntree and 
Geraghty of Baltimore introduced the 
phenolsulphonephthalein test for renal 
activity. In 1914 Burns of Baltimore dis- 
covered an opaque non-toxie substance, 
thorium nitrate, which could be intro- 
duced into the pelvis of the kidney and 
the ureter through the ureteral catheter 
for pyelograms and ureterograms, and 
into the bladder for eystograms. Ur- 
ology now has the most perfect instru- 
ments for diagnosis and therapy in the 
entire field of medicine and surgery. 

Surgical operations on the kidney are 
usually done for the following general 
conditions : 

1. To remove foreign bodies, such as 
ealeuli, ete, 

2. To open and drain an infected kid- 
ney, as in any abscess. 

3. To correct misplacement. 

4. To remove the kidney. 

The following lesions are the common 
ones that usually require operation: 

1. Contusion and rupture. 

2. Renal caleulus. 

3. Tuberculosis of the kidney. 

4. Pyogenie infections, such as pye- 
litis, pyonephrosis, ete. 

5. Hydronephrosis. 

6. Neoplasms of the kidney. 

7. Congenital abnormalities, such as 
ectopic kidney, ete. 

Contusion and rupture. Frequently 
nephrectomy must be done. Contusion 
and rupture is usually diagnosed by his- 
tory of injury, particularly over the 
lumbar region, evidence of shock, tu- 
mor in the loin, and blood in the urine. 
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In some instances cystoscopy and ure- 
teral catheterization are required. 
Renal caleulus. The symptoms of 
renal caleulus must necessarily depend 
upon the location of the ealeulus. Fur- 
thermore, the presence of a calculus 
may give rise to complications such as 
pyelitis, and pyonephrosis that the 
symptoms may point to the seeondary 
involvement. The presence of a stone 
in the eortex of the kidney will give you 
a different clinical picture from stone 
in the pelvis. A stone may lay dormant 
in the cortex of the kidney for years 
without any symptoms whatever. One 
or more in the pelvis of the kidney 
usually produce attacks of renal colie. 
This colic is eaused by the partial ob- 
struction to the flow of urine. It is 
very doubtful that a stone ever totally 
constructs the passage of the urine 
down the ureter for very many days. If 
it did, and we got an impacted stone 
there would not be an attack of renal 
colic, nor would there be subsequent 
hydronephrosis, but on the other hand, 
if the impaction kept up for a period of 
several weeks or little longer we would 
probably get an atrophy of the kidney. 
This would really amount to the same 
as ligating a ureter, which would cause 
no clinical symptoms. A diagnosis of 
renal caleulus can not be made from the 
history, for we know that the following 
conditions may cause attacks of renal 
colic: Simple pyelitis, stricture of the 
ureter, a twist of the ureter, hydrone- 
phrosis, stricture of the urethra, sem- 
inae vesiculitis and some conditions 
from the outside that may press upon 
the ureter. Careful X-ray examinations 
and frequently in addition eystoseopy 
with ureteral catheterization, and pye- 
lography, must be resorted to. It must 
constantly be borne in mind that a eol- 
lection of pus in the renal pelvis may 
give an X-ray shadow suggestive of 
stone. It must also be remembered that 
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lymph glands outside of the urological 
tract may give similar shadows. Oc- 
casionally, there may be confusion with 
gall stones. In surgery of the kidney 
for calculus there is nothing more im- 
portant than the estimation of renal 
activity. It is imperative that the fune- 
tion of the diseased kidney under con- 
sideration must be estimated as well 
as the function of the opposite kidney. 
Both of these estimates are necessary. 
The phenolsulphonephthalein test is the 
best. It is not necessary to do neph- 
rectomy for calculus if the function of 
that kidney is not almost totally de- 
stroyed. If that kidney has lost all of 
its function there is no doubt that the 
kidney should be removed. If there is 
a fair function it is only necessary to 
remove the stone, because as a rule the 
kidney will recover its function after 
the stone has been taken out. This 
holds true usually in the presence of 
a stone with infection. Too, not only 
will the kidney recover its function, but 
the infection will subside and usually 
disappears under the pelvic lavage 
through ureteral catheter, and on the 
removal of the offending body. While 
it is quite true that some of the cases 
where nephrectomy has not been for 
stone and only nephrotomy, that subse- 
quent destruction of the kidney will 
take place necessitating a nephrectomy. 
It does not alter the procedure that I 
have outlined above. There is good 
chance for a kidney to recover its func- 
tion if careful examination has _ not 
shown too great a destruction and two 
good kidneys are always better than one 
good kidney. Large irregular branching 
stones which sometimes almost fill the 
pelvis of the kidney may be removed 
through nephrotomy. It is a good pro- 
cedure, and I think the most logical one, 
to decide on nephrectomy or nephro- 
tomy after the kidney has _ been ex- 
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plored. Of course, too, we must not 
forget our functional test and pyelo- 
grams. Pelvic lithotomy is indicated in 


the ordinary stones or the renal pelvis. 
A thorough examination of cortex and 
pelvis has to be made in order to be 
sure that no ecaleulus is overlooked. If 
extensive destruction of kidney tissue 
is present, nephrectomy is indicated, if 
a good portion is healthy nephrotomy. 

Tuberculosis. When surgical inter- 
ference is indicated in this type of renal 
disease nephrectomy is practically our 
only choice of operation. Besides the 
general rules differential renal fune- 
tions, ete., which guide us as to whether 
a kidney should be removed or not there 
are some other considerations to be had 
in surgery for tuberculosis of the kid- 
ney. I may state that renal tubereu- 
losis early in life, before the age of 
puberty, does not call for surgical in- 
terference as a rule. In one so young 
there is usually a general tubercular 
infection. Extensive pulmonary tuber- 
culosis would contra indieate opera- 
tion. Extensive tuberculosis of both 
kidneys would contra indicate opera- 
tion. If one kidney is extensively in- 
volved, and the other one only slightly 
involved it may be well to remove the 
one most diseased. Very extensive in- 
volvement of the bladder or involve- 
ment of the other portions of the 
urogenital tract Would eall for careful 
consideration as to operation. Genital 
tuberculosis does not in itself contra 
indicate nephrectomy. If the bladder 
alone is involved along with the renal 
infection nephrectomy is_ beneficial. 
Even though tuberculosis of the kidney 
is most often secondary to tuberculosis 
of the lungs, nevertheless, the lung le- 
sion may be so inactive or may have 
healed and thereby in such a ease ne- 
phreetomy would be the choice of pro- 
cedure. Two important points must be 
remembered in performing nephree- 
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tomy for tuberculosis of the kidney, the 
peritoneal fat must be removed com- 
pletely and the eut end of the ureter 
isolated. If these are not done secon- 
dary infections and serious results may 
follow. Isolation of the ureter may be 
done by bringing the cut end of the 
ureter through the lumbar incision or 
by anchoring a rubber tubing over the 
ureter that has been eut, allowing drain- 
age through this rubber tubing. Tu- 
berculosis of the kidney usually begins 
in the cortex, usually the lower pole, 
sometimes the upper pole. It begins as 
a miliary tubercle, caseating in its een- 
tral portion, becomes secondarily infect- 
ed, destroying markedly the kidney sub- 
stance, and frequently communicating 
with the pelvis of the kidney. So we 
may see that the diagnosis of early re- 
nal tuberculosis may be difficult. 

The diagnosis of advanced renal tu- 
berculosis is never difficult. There is 
one important point that must be re- 
membered in making examination for 
this disease, and that is, «Hat the tu- 
bercle bacillus may be fouind in the 
urine without any renal lesion, as in 
bacilluria of any other type. The most 
common symptom of renal’ tuberculosis 
is frequeney of urination. The bladder 
becomes quickly involved. Often the 
diagnosis from eystoscopie examination, 
noting either miliary tubercles frequent- 
ly around the ureteral orifice of the side 


_affected or tubereular ulceration at the 


orifice or other portions of the bladder, 
may be made. In speaking of tubereu- 
losis of the bladder one important fact 
comes to my mind, and this must be re- 
membered, that is, primary cystitis is 
a rare condition. Cystitis is a common 
condition, but almost always due to a 
primary lesion in some other portion of 
the genito-urinary tract, or if in bladder 
to stone, tumor, ulcer, ete. It is evi- 
dent, therefore, do not treat the cystitis 
altogether, but treat the cause. Hema- 
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turia is often one of the early signs of 
renal tuberculosis. However, hematu- 
ria may be caused by other lesions. X- 
ray examination of the kidney often 
shows a characteristic appearance of 
the cortex. Braasch, of the Mayo elinie, 
has brought this fact out very nicely. 
The shadows are usually distinguished 
from those caused by caleuli. 

Pyogenie infections. The colon bacil- 
lus and the staphylococci are the most 
frequent invading organisms. The co- 
lon bacillus does not as frequently cause 
as extensive lesions of the kidney pa- 
renchyma as do the pus forming organ- 
isms. However, there may be mixed in- 
feections and the cortical substance de- 
stroyed that there remains only a mere 
shell of the former kidney substance. 
With such a case nephrectomy must be 
done. In some eases of pyogenic infee- 
tion where it is not advisable to remove 
the kidney on account of the condition 
of the other kidney, simple drainage 
may be instituted. Acute pyogenic 
conditions of the kidney are usually de- 
termined by chills, high fever, tender- 
ness over the kidney region, many pus 


- eells from the diseased kidney. The 


leucocyte count is usually high. Some- 
times a perinephritie abscess forms and 
drainage of this abscess may suffice. 
Pyogenic infection with loss of funetion 
of the kidney as determined by the 
phthalein test always indicates opera- 
tion, unless there is some other serious 
contra-indication. 


Misplacement. This condition usual- 
ly exists alone with ptosis of the abdom- 
inial viscera and is a part of a general 
condition found in patients very poorly 
nourished. The treatment should be to 
build up by the fat, by rest on bed, ele- 
vation of foot of bed, and milk diet for 
at least six or eight weeks. Nephropexy 
is now disearded practically except for 
twist of ureter with hydronephrosis. 
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Hydronephrosis. This condition may 
be due to an obstruction either in the 
ureter or urethra. In some cases it is 
due to pressure on the ureter. Hydrone- 
phrosis is either congenital or acquired. 
The most common cause of congenital 
hydronephrosis is stricture of the ure- 
ter. Adventitious blood vessels are 
probably concerned in the etiology of 
some of the eases. With an abnormal 
movability of the organ we may readily 
see how these vessels could bring about 
such a condition. Hydronephrosis may 
be found at any age, from infaney to 
old age. Stone inflammations common- 
ly cause hydronephrosis. In the urethra 
stricture and prostratie hypertrophy 
produce it. 

Small hydronephroses may exist 
without any symptoms. In such cases 
it is usually not necessary to interfere 
surgically. Where an adventitious 
blood vessel brings about the condition 
and there is not very marked destrue- 
tion of renal tissue division of this ves- 
sel will suffice. If the sac is very large 
nephrectomy would be the choice of 
procedure, provided the other kidney 
has been found to be normal. 

Neoplasms of the kidney. Tumors of 
the kidney may be classified as follows: 

1. Hypernephroma. 

2. Mixed tumors. 

3. Adenocarcinoma. 

4. Papilloma of the renal pelvis. 

5. Angioma of the renal pelvis. 

Tumors of the kidney are encounter- 
ed at all ages. The hypernephroma is 
the most common, occuring most fre- 
quently from the 40th to 50th year. The 
origin of this tumor is supposed to be 
from adrenal tissue. Similar tissue has 
been demonstrated in other parts of 
the body,as the testis, liver, peritoneum, 
and in the region of the ovaries, and 
kidney capsule. Metastases are most 
frequently located in the long bones, 
the bones of the skull, the lungs, the 
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liver, the brain and the spinal cord. The 
common symptoms are hematuria, pain, 
and the presence of a palpable tumor. 
Varicocele may be noted as a symptom. 
It is usually painless, rapid in formation 
and appears on the side from which the 
growth occurs. In making a urological 
diagnosis, the following examinations 
should be made, urinalysis, ureteral 
catheterization, radiography, pyelogra- 
phy, renal function, and X-ray examin- 
ation of the bones and lungs for metas- 
tasis. If there is no contra-indication 
nephrectomy must be done. The prog- 
nosis is bad. 

Congenital abnormalities. Under this 
head ectopic kidney and the fused or 
horseshoe kidney present the most com- 
mon types. The ectopic kidney is some- 
times found as far down in the pelvis 
as to be at the level of the promontory 
of the sacrum. The pedicle contains 
blood vessels arising from the iliae ves- 
sels. If such a condition is not causing 
marked symptoms surgical interference 
is not indicated. An ectopic kidney is 
subject to the same pathological econdi- 
tion as the normal. A pyelogram will 
clear up the diagnosis in regard to an 
ectopic kidney. In the horseshoe kid- 
ney exact knowledge of the other kid- 
ney should be obtained. Sometimes it 
may be absent. It may be necessary in 
horseshoe kidney to remove only the 
diseased portion. 


Operative technique. Rarely is it 


necessary to do renal surgery except 
by the extra peritoneal route. My 
choice of incision is as follows: An in- 
cision is made 1% inches above the 
crest of the ilium and in the mid-axil- 
liary line for several inches. The mus- 
cles and deep fascia are cut through. 
The incision is extended back parallel 
with the last rib. This gives a good ex- 
posure of the kidney. A large incision 
is always preferable as an extensive 
one does not effect the outeome. 
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THE WASSERMANN TEST, ITS RE- 
LIABILITY, SIGNIFICANCE AND 
LIMITATIONS.* 


By H. M. Smith, M. D., Columbia, S. C., 
Hygienic Laboratory, State Board of Health 
of South Carolina. 


Read before the South Carolina Medical 
Association, April 20, 1921, Columbia, S. C. 


I. Development and Handicaps. 

In 1901 Bordet and Gengou deseribed 
a new procedure for the diagnosis of 
infectious diseases, based on the phe- 
nomenon known today as complement 
fixation. It is a specific immunologic 
phenomenon dependent upon the pres- 
ence of the actual infective agent in 
pure culture, its specific antibodies, 
and the binding or fixing substance 
called complement. 


In 1906 Wassermann described a 
method for its indirect application to 
syphilis, known since that time as the 
Wassermann test. As the Spirochaeta 
pallida (discovered by Schaudinn in 
in 1905) could not then be grown in 
pure culture, Wassermann substituted 
for such culture an aqueous extract of 
the liver of a syphilitic fetus. It was 
soon found that equally good results 
could be obtained not only with aleo- 
holie extraets of normal organs con- 
taining no spirochaetae pallidae, such 
as human, beef or guinea pig heart, but 
even with certain chemical reagents, 
such as cholesterol and lecithol—none 
of them being speeifie antigens. In fact, 
when pure culture of the spirochaeta 
pallida became available through the 
work of Noguchi in 1912, it was found 
that this culture was far less satisfae- 
tory as an antigen than the ordinary 
lipoidal tissue-extracts. In addition, it 
was learned that the so-called anti- 
bodies in syphilitie serum, with which 
the Wassermann reaction is concerned, 
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are not true specific antibodies, but only 
an antibody-like substance which has a 
great affinity for lipoids and in mixture 
with them will cause the fixation of 
complement. 


There were thus introduced into the 
Wassermann test certain non-specific 
factors which have been a source of 
constant dispute up to the present day. 
In spite of the enormous efforts that 
have been made to standardize the tech- 
nie of the Wassermann test, it still re- 
mains a non-specific biologie test, based 
on no certain biologie principle. Such 
a diagnostic reaction, capable of being 
varied by so many factors, must of ne- 
cessity be productive of some diseord- 
ant results. 


On account of the great need of de- 
termining the exact reliability of the 
test and of standardizing its technic, 
an attempt to solve this problem was 
begun in 1915 by a committee of nine 
serologists of the larger institutions in 
Greater New York, with Dr. Haven Em- 
erson as chairman. After two seasons 
of painstaking labor the work was left 
unfinished, and so it remains today. 
There is, therefore, as yet no standard 
technic, no common modus operandi 
adopted by all workers, and as a econ- 
sequence varying and diserepant results 
are reported from time to time. Many 
clinicians, who do not entirely under- 
stand the situation, often sharply eriti- 
cise laboratories and serologists in gen- 
eral and in partieular, while many oth- 
ers, on the other hand, who properly ap- 
preciate the difficulties, wonder at the 
actual accuracy of the test and its con- 
formity with their clinical findings. 


II. Causes of False or Misleading 
Reactions. 


1. Ingestion of aleohol, whether as 
an aleoholic beverage (even under na- 
tional prohibition) or as an aleoholized 
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medicine, within 24 hours of the with- 
drawal of blood may produce a false 
negative. 

2. Ether or chloroform anesthesia 
may produce a positive reaction, which, 
however, will later disappear. 

3. Potassium iodide, mereury or arse- 
nical preparations in case of syphilis 
may weaken the reaction. Craig states 
that administration of potassium iodide 
to non-syphilities will often produce a 
positive reaction. 

4. It has been recently reported by 
Strickler and his associates that the in- 
travenous use of arsphenamin in a se- 
ries of non-syphilitic patients with va- 
rious skin disease changed negative 
Wassermanns into strongly positive re- 
actions. 

5. Who in reality knows the effect 
on the blood, as far as this reaction is 
concerned, of the hundreds of other 
drugs, single or combined, self-admin- 
istered or medically prescribed? And 
how many physicians on procuring 
blood specimens inquire into the exact 
history of their patients’ use of drugs? 

6. Fever may produce a false positive 
reaction, as in pneumonia and other 
febrile conditions. During the height 
of the fever a positive reaction may oc- 
cur, while some days later, when there 
is no fever, blood from the same per- 
son may give a negative reaction. 

7. Yaws, relapsing fever, trypanoso- 
miasis, tubereular leprosy, yellow fever, 
malaria, searlet fever, pellagra, Vin- 
cents angina, active ulcerating lesions 
in malignant tumors, and certain liver 
conditions with jaundice, are reported 

by reliable workers as having given 
non-specific positive reactions. This is 
particularly true of yaws and tubereu- 
lar leprosy. 

8. (a) In each form of syphilis itself 
a certain percentage of cases without 
any treatment fail to show a positive re- 
action—especially is this true of latent 
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syphilis of the nervous system and of 
visceral syphilis—and, of course, nu- 
merous cases under treatment give a 
negative reaction from time to time, 
though still uneured, 

(b) In poorly nourished and mental- 
ly retarded children suspected of con- 
genital syphilis diserepaney in results 
is obtained, so much so that in these 
cases it seems to some observers that the 
Wassermann reaction is of little value 
in determining the diagnosis. 

(c) In eases of known syphilis sud- 
den changes from a positive to a nega- 
tive reaction oceur, and vice versa, 
without any relation whatever to treat- 
ment, no matter what the type of anti- 
gen or the method of fixation used. 

(d) Certain old cases, clinically 
syphilitic, may give a negative reaction 
which under treatment changes to posi- 
tive. This has led to the so-called prov- 
ocative Wasserman reaction, which in 
1910 was announced to be valuable both 
as a method of diagnosis of latent syph- 
ilis and as a test of cure. Some observ- 
ers, such as Stokes and Nichols, believe 
that this provoeative test has a distinet 
and useful field of application, while 
Pollitzer, King and others condemn it 
as likely to give misleading results, par- 
ticularly as a test of cure. 

9. There is evidence that blood which 
has stood for some time may give posi- 
tive results in non-syphilitie eases, be- 
cause of contamination. 

10. Evidence has also been presented 
to sustain the belief that blood taken 
too soon after a full, heavy meal may 
give a false positive reaction. Such 
blood is, at least, often anticomplemen- 
tary. 

11. Under this heading, for the sake 
of convenience, may be classed all re- 
action results reported as anticomple- 
mentary. In such specimens certain 
substances are present in the sera which 
absorb or combine with complement in 
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the absence of antigen and thus vitiate 
the results of the test. This occurs 
usually from contamination or hemo- 
lysis of the specimen, particularly when 
the weather is hot or the specimen too 
old. Even when all precautions are ob- 
served, some specimens are still anti- 
complementary, especially diabetie and 
other chylous blood, and the sera of 
new-born infants and of certain cases 
under anti-syphilitie treatment. 


III. Causes of Conflicting Reports From 
the Same or Different Laboratories. 


1. Varying with type of antigen used, 
different laboratories may report dif- 
ferent results. There are three anti- 
gens in general use—cholesterolized, 
acetone insoluble and aleoholice—each 
usually extracted from beef or guinea 
pig heart. They vary in delicacy, the 
cholesterolized being the most sensitive, 
the acetone insoluble next, and the al- 
coholic probably in general the least 
sensitive. Too delicate antigens may 
give falsely positive results, while an- 
tigens of too little sensitiveness may 
cause false negative reactions. De- 
pendent upon the antigen used it can 
be readily seen how one laboratory may 
report a positive, another a doubtful, 
and possibly another a negative, all on 
the same serum, and that each labora- 
tory may be accurate in its report ac- 
cording to its technic. The majority of 
serologists and clinicians are inclined 
to the belief that the Wassermann test 
is not delicate enough, while others are 
of the opinion that it is becoming too 
sensitive. 

2. After adding complement to the 
mixture of serum and antigen, the 


method employed for bringing about 
fixation of complement may cause con- 
flicting reports. Three methods may be 
noted—fixation in the water-bath at 37 
deg. C. for one hour, fixation at room 
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temperature (20 deg. C.) for one hour, 
and fixation in the ice-box at 8 deg. C. 
for four hours or more. The room tem- 
perature is the least accurate, while the 
ice-box method gives a higher and more 
accurate percentage of positives than 
the water-bath method. Thus again is 
there the possibility of a negative re- 
action from the water-bath or room 
temperature method and of a positive 
reaction from the ice-box method. 
When, for example, some unforeseen ac- 
cident oceurs at the laboratory, neces- 
sitating at the time the use of some 
method of fixation other than the reg- 
ular refrigeration method, let us say, 
it becomes evident that the same lab- 
oratory may send out conflicting reports 
on two specimens from the same indi- 
vidual tested on different occasions. 

3. When the anti-sheep hemolytic 
system is used as the indicator for read- 
ing the Wasserman reaction, an error 
may creep into the results, with some 
methods of technic, from the facet that 
some human sera contain a natural am- 
boceptor against sheep’s red blood cells, 
which may cause false negative reae- 
tions, unless due allowance is made for 
its presence and control. 


In connection with the use of sheep- 
rabbit amboceptor text-book authorities 
state that a titer of 1-500 is satisfactory. 
However, our experience at the 8S. C. 
State Board of Health Laboratory has 
demonstrated that a titer of at least 
1-1500 is necessary to give uniformly 
satisfactory and reliable results. 


IV. Interpretation. 


In a series of nearly 50,000 Wasser- 
mann tests since my connection with 
the South Carolina State Board of 
Health Laboratory we have encoun- 
tered there many of the conditions men- 
tioned herein, and yet, on account of 
the many inherently difficult technical 
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factors, it does not seem that the time 
is ripe for standardization of the tech- 
nie for common use by all laboratories. 
In comparison, however, with other lab- 
oratory tests the results from the Was- 
sermann test are extremely satisfac- 
tory. They compare even more than 
favorably with a Widal reaction, a 
Shick test, a diphtheria smear, or a 
urine examination in suspected nephri- 
tis. It is requisite, however, that the 
test be not only reliably performed, but 
also intelligently interpreted. It is of 
great importance, therefore, that the 
clinician should acquaint himself suf- 
ficiently with the principles and technie 
of complement fixation, as applied to 
the Wassermann test, and the diffieul- 
ties of it, so that he will be able not 
only to use the laboratory advanta- 
geously, but also to interpret its re- 
ports properly and intelligently. 

With such understanding he will be 
impressed with the necessity of taking 
his specimens under aseptie conditions, 
his syringe, needles, containers and 
stoppers being sterile, perfectly clean 
and dry, and free from anything alka- 
line or acid, and all other due precau- 
tions being taken in reference to his 
patients as to conditions which might 
eause misleading He will 
withdraw sufficient blood, about five 
nils (ce. e.) if possible, preferably in wide 
necked or tube-form vials, and will him- 
self separate the serum from the clot, 
if feasible, and, if not, he will in either 
ease send the specimen to the laboratory 
at the earliest possible moment so that 
it will arrive in the best possible con- 
dition. 


reports. 


He will learn that a moderately pos- 
itive or doubtful reaction is not suffi- 
cient for a diagnosis, unless backed by 
other strong points, and that in such 
eases the test should be repeated until 
a definite positive or negative is estab- 
lished. He will learn not to accept a 
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single reaction, be it positive or nega- 
tive, which is against his clinical judg- 
ment of the case, until repetitions have 
proved that the reaction is right and 
that he is wrong. Thus, when in doubt 
about a positive or negative report he 
will understand that repeated tests giv- 
ing uniform results is excellent evidence 
of its accuracy. He will become ac- 
quainted with the fact that a knowl- 
edge of the laboratory he uses, its stan- 
dards, technic, and method of report- 
ing is more important in obtaining the 
information he desires than the reports 
from a number of laboratories. He will 
discover that it is much better to have 
a test repeated several times in such a 
laboratory than to have single tests 
made in several laboratories. And 
finally, he will learn that the Wasser- 
mann test, like any other laboratory 
test, is only an aid to diagnosis, though 
an invaluable one, and that it cannot in 
any sense of the word either supplant 
or eliminate a thorough clinical exam- 
ination of his patient from every angle 
possible. 

Such intelligent co-operation between 
the laboratory and the clinician will 
lead to much more satisfactory under- 
standing of the results of the test, and 
in such way the value of the Wasser- 
mann test ean be greatly enhanced by 
the clinician himself. 


V. Technic and Method of Report. 


The technie of the Wasserman test 
employed at the State Board of Health 
Laboratory is a modification of the orig- 
inal Wassermann test, as developed by 
Park, MeNeil and Schwartz, and used 
at both the New York State and the 
New York City Department of Health 
Laboratories. The technie differs from 


that of Wassermann in the five follow- 
ing respects: (1) One-tenth the amounts 
of all the reagents used by Wasser- 
mann, carefully measured with aceu- 
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rately graduated pipettes; (2) a con- 
stant amount of alcoholic antigen of 
medium strong sensitiveness; (3) ice- 
box fixation at 8 deg. C. for four hours; 
(4) sheep-rabbit amboceptor with a 
titer of at least 1-1500; (5) reading re- 
sults as soon as the control tubes are 
completely hemolyzed, after eight min- 
utes at 37 deg. C., thereby eliminating 
any natural sheep amboceptor as a 
factor. 


In addition to the absolutely equal 
reliability of test with this smaller vol- 
ume, the saving of material and cost is 
considerable, and many specimens sent 
in by physicians ean be tested, which 
would otherwise be impossible for lack 
of sufficient amount of serum. Even 
as it is, too many specimens have to be 
discarded for this reason. 


In reading and reporting the tests 
Citron’s standard is used: Four plus 
denoting a very strongly positive re- 
action; three plus, a strongly positive; 
two plus, a positive; one plus, a weakly 
positive; the ‘‘plus or minus”’ sign, a 
doubtful; and minus, a negative reae- 
tion. In this scheme for reporting, the 
varying numbers of plus signs theoret- 
ically indieate roughly the comparative 
amounts of the so-called antibodies 
present in the specimen. Nothing un- 
der two plus is to be regarded as a pos- 
itive in an undiagnosed case, though in 
cases under treatment one plus and 
‘‘plus or minus’’ reactions indicate the 
need of further treatment. Of syphi- 
litie patients under treatment it hardly 
seems necessary to have tests made 
oftener than every three months. As an 
indicator of the efficiency of treatment 
during its course, this method of report 
constitutes a more convenient and defi- 
nite relative gage of the results than 
other methods. At times, it might per- 
haps be somewhat better and a little 
less confusing to report reaction simply 


229 


as positive, doubtful and negative. This 
is, however, open to question. 

Application blanks to accompany 
Wassermann specimens are furnished 
to physicians by the laboratory on re- 
quest. These blanks constitute the 
original file of the laboratory, and in 
order to make them of statistical value 
it is especially urged that’ physicians 
not only use these blanks but fill out 
completely all the data requested there- 
on, ineluding their clinical impression 
of the ease insofar as syphilis is con- 
cerned. 


VI. The Wassermann Test as an Index 
of Cure. 


Any standard adopted for a serologic 
cure must necessarily be an arbitrary 
one. Requiring a continuously negative 
Wassermann reaction of both blood and 
spinal fiuid and an absence of all signs 
of activity of the disease for a period 
of three years after the cessation of all 
treatment, may be regarded as such a 
standard. Observation for a_ period 
even up to ten years may in reality be 
necessary. The earlier the treatment is 
begun and the more intensive it is from 
the very outset, the greater seems to be 
the likelihood of obtaining a serologic 
cure. Late eases are often extremely 
resistant, and often eases of hereditary 
infection with late treatment, especially 
those with involvement of the central 
nervous system, seems to be equally 
hopeless as far as their serologic cure 
is concerned, 


Whether a syphilitic patient, clinieal- 
ly well, must submit to treatment till 
his Wassermann reaction is negative 
and remains so, is at present a very ab- 
sorbing question. If we believe, as-the 
experience of most investigators would 
indieate, that a persistently positive re- 
action means the presence of living 


spirachetes somewhere in the body, then 
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we must also believe that, though the 
patient be clinically healthy and _ his 
lesions inactive, he is still infective, al- 
ways subject to potential manifesta- 
tions of syphilis, and, theoretically at 
least, in need of a complete serologic 
eure. If, on the other hand, we believe 
with Udo Wile that ‘* in the presence 
of intensive therapy a positive test does 
not necessarily mean living spirochetes 
and potential syphilis, any more than 
a positive tuberculin test in an individ- 
ual who has had tuberculosis would in- 
dicate the presence of living tubercle 
bacilli,’’ then we need not believe that 
a clinical cure necessitates corre- 
sponding serologic cure. 

If, however, it is true, as Strickler 
and his associates have recently elaim- 
ed, that the intravenous injection of 
arsphenamin in non-syphilities will 
change a negative Wassermann into a 
positive, then attempts to make a per- 
sistent positive reaction negative by 
further intensive treatment may even be 
worse than useless. Furthermore, if the 
use of aisphenamin really produces the 
result as stated, it might in fact elimi- 
nate the Wassermann reaction as a se- 
rologie guide to treatment. As yet there 
is no confirmation of Strickler’s claims, 
and much additional evidence would be 
required. 


In old syphlities who have been well 
and systematically treated for at least 
three years and who show no clinical 
symptoms, yet whose blood shows a per- 
sistently strong Wassermann positive, 
what should be the course of action? 
Shall they be subjected to further in- 
tensive treatment in an attempt to ef- 
fect the so-called serologie eure, or shall 
they be consigned to that ever growing 
list of permanent Wassermann-positives 
and be dismissed with that? In such 
cases, according to Pollitzer and others, 
it seems that such further energetic 
treatment is no longer required, and 
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that they need only occasional short 
courses of treatment over a number of 
years to prevent the manifestation of 
any syphilitie lesions. 

In still another class of patients, well 
past the age of fifty, who do not show 
and have never shown any clinical 
symptoms of syphilis and who have had 
no treatment, the physician in the 
course of a thorough clinical examina- 
tion happens to find a continued posi- 
tive Wassermann reaction. What should 
be the line of procedure in these cases? 
Should an attempt be made here by en- 
ergetic treatment to reduce their posi- 
tive reactions to negative, or, on the 
other hand, should no treatment at all 
be given? Against the possibility of 
death in these cases from cerebral hem- 
orrhage some years later, due to syph- 
ilitie changes in the arteries, there must 
be placed the great distress necessarily 
involved in prolonged anti-syphilitie 
treatment, and the grave doubt, even 
then, that such treatment would eradi- 
cate the spirochetes! Pollitzer reeom- 


mends that such eases, as a rule, should 


be let alone, believing, as he says, that 
*‘the man who has earried his spiro- 
chetes for thirty or forty years without 
being even aware of his condition may 
well be allowed to carry them undis- 
turbed for the rest of his days.”’ 

Since the diagnosis of syphilis is be- 
coming more and more general and its 
proper treatment more and more preva- 
lent, physicians are being increasingly 
confronted with the question from their 
syphilitic patients as to when they may 
get married. In view of the vital im- 
portance of the answer, from the social 
and family aspect, the attitude of the 
physician as to his responsibility and 
action in the matter is of the greatest 
moment. 


As there is no certain criterion of the 
eure of syphilis, except a fresh infee- 
tion, have physicians the right to pre- 
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vent syphilitics from marrying, and, if 
so, under what circumstances and con- 
ditions? If physicians are too severe 
and drastic, will not such patients lose 
the habit of consulting them? That the 
physician may be able to give his con- 
sent to such marriage, how shall he best 
enact his part in order to enable syphi- 
lities to fill a normal role in family and 
society? How shall he decide, and what 
stage, standard and index of cure shall 
he require before giving his consent? 

To these questions no answer can be 
attempted in the present paper. The 
problems are brought up in this con- 
nection only for the purpose of refer- 
ring them to the physicians of the state 
for their consideration and solution. 

Finally, despite its handicaps and the 
obseurity of its mechanism, and despite 
the fluctuations of opinion as to its 
value and significance, the Wassermann 
test must be regarded as not only an 
invaluable and often indispensable aid 
in the diagnosis of syphilis, but in the 
vast majority of cases as the only exact 
means of determining the necessity for 
further treatment. 


*In this paper I have not been lim- 
ited merely to personal experiences and 
observations, but have obtained facts and 
statements of value from whatever source 
available-—H. M. S. 


Discussion: 


Dr. Kenneth M. Lynch, Charleston. 
There is no real object in entering into a 
technical discussion of the Wassermann re- 
action before a body of this kind. What 
the general practitioner wants to know 
about it has been ably and clearly stated 
in Dr. Smith’s paper. Unfortunately, when 
you commence to talk about laboratory 
methods the general practitioner usually 
throws up his hands—he thinks this is a 
highly specialized department of medicine 
—something he can not understand, which 
is a great mistake. Understanding all we 
know about the Wassermann reaction is 
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very simple and there is no reason why 
anyone who has ever done any laboratory 
work cannot understand what the most in- 
formed laboratory man _ actually knows 
about the Wassermann reaction. 


In the present state of the situation it 
is doubtful if any standardization of the 
Wassermann reaction technique can take 
place, as is probably evidenced by the fact 
that failure to standardize it has taken 
place. The standardization lies in the man 
who is doing the Wassermann. Anyone 
who has a Wassermann to be done ought 
to know who is going to do it and that he 
is a reliable person. No one deplores more 
than I the tendency nowadays to employ as 
laboratory specialists people who have no 
knowledge of medicine or anything con- 
cerning it except a short course of tech- 
nical training. To my mind that is one of 
the most dangerous situations in medicine 
today, when the practitioner of medicine is 
depending upon people who are unreliable 
to give him what should be reliable in- 
formation. There is no reason why these 
laboratory tests should be done by unedu- 
cated people, any more than there is a rea- 
son why we should develop a surgical tech- 
nician for the removal of the uterus. Un- 
fortunately, I think the general profession 
does not understand this, so we must com- 
mence to preach to those who are not in 
this sort of work that a dependable test 
can only be done by a dependable person, 
and when this is done it is up to the man 
who is treating the case to apply it. No 
laboratory specialist can make a diagnos’‘s. 
The physician must make the diagnosis 
with this laboratory test as a part of his 
armamentarium. 


Dr. J. H. Gibbes, Columbia: In my judg- 
ment Dr. Smith has presented to us a paper 
which in order to reach its final purpose 
roust be carefully studied, not simply heard 
as read. This paper sets out to lay before 
the general profession the technical feat- 
ures of the Wassermann reaction in a clear 
manner. The final interpretation of the 
Wassermann test is not with the laboratory 
workers themselves, but with the clinician. 
I think Dr. Smith in his paper, if he has 
made a mistake, has done so in being 
rather too conservative concerning the 
value of the Wassermann test. While it 
is a non-specific serological reaction, never- 
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theless the practical application of this 
test is a matter of very exact character. 
I have reviewed my records of 97 cases 
of syphilis; 92 gave a positive Wassermann 
reaction in either blood or spinal fluid, 
giving a conformity between the clinical 
evidence and the reaction of 92.9 per cent. 
Four of these patients gave negative Wes- 
sermann reactions in the presence of clin- 
ical evidences of syphilis, a non-conformity 
of 4.2 per cent. In the 97 cases one pa- 
tient gave a false positive reaction—the 
reaction was sent back 4-plus when on sub- 
sequent investigation it was proved the 
first reaction was a mistake. That is prac- 
tically 1 per cent of the group. I think 
that this degree of conformity should be 
intensely gratifying to Dr. Smith, who is 
doing the work for the State Board of 
Health. 


There is a question as to whether ser- 
ological cure should be attempted. I think 
it should. We must admit that the Was- 
sermann test may not be an absolute cri- 
terion as to the cure of the patient, but it 
is the best we have. The serolog‘cal test 
is the standard by which we must be gov- 
erned at present, and I strongly urge that 
every patient who still shows serolog cal 
evidence of syphilis be encouraged to take 
treatment until the Wasserman is nega- 
tive. 


Dr. M. H. Wyman, Columbia: I had the 


privilege of working with Dr. Keidel of 
Johns Hopkins Hospital, who devotes his 
entire time to syphilis. He also is in 
charge of the laboratory and is in peculiar 
position to give reliable information both 
from the clinical and the laboratory point 
of view. I spent a full day with him two 
weeks ago, so I quote him. Dr. Keidel is 
of the opinion that in this climate of the 
United States a positive Wassermann, 
properly done, means syphilis and nothing 
else. A man should be treated, and not 
regarded as cured until the Wassermann 
is negative, irrespective of the number of 
doses of salvarsan. He believes in push- 
ing mercury and potassium iodide with it, 
in different forms, not only by mouth, but 
rubs and every form. He believes syphilis 
is curable except when it gets into the 
nervous system. You can arrest it there, 
but not cure. 
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I also took up with him the method we 
have of reporting Wassermanns—1-plus, 
2-plus, etc. The phys.cian receiving the 
report has to turn over the sheet to see 
what these signs mean. Dr. Keidel con- 
demns this method. It is confusing to the 
general practitioner. To me a thoroughly 
trained technician is as good if not better 
than a doctor as a Wassermann worker. 
He is not interested in the clinical side of 
the case at all. He has the blood and the 
blood has to show one of three condit:ons 
—positive, negative or doubtful. Dr. Kei- 
del has incorporated two other bits of in- 
formation for the doctor. He says when 
the blood is doubtful it may be ‘“‘suggestive 
positive’ or ‘suggestive negative.” I made 
this same plea before the Tri-State—why 
have tbese confusing s'gns? Why not use 
exact words? It would be so much better. 

Dr. Gibbes made a statement which I 
did not know was true. I read an article 
recently written by an English army officer 
in which he said that a man could not have 
a primary lesion if he had not been cured 
of syphilis. Dr. Gibbes says he could. All 
that is new to me. 

There is no action we can take, but I 
hope the laboratories will see fit to change 
their signs and report with English words 
so the physician will easily understand. 


Dr. F. B. Johnson, Charleston: Among 
essential points of getting satisfactory re- 
sults is in the manner of sending the speci- 
men to the laboratory in the first place, 
and I want to emphasize what the doctor 
has said in regard to this. Specimens come 
in an unfit condition and the laboratory 
does the best they can, but that is often 
the cause of bad results. For best results, 
the specimen of blood should be allowed to 
stand until the serum has separated, this 
clear serum poured off and sent to the 
laboratory. 


In regard to the interpretation and clas- 
sification of the Wasserman findings into 
1-plus, 2-plus, 3-plus and 4-plus, this sys- 
tem has been adopted by most of the lab- 
oratories and has been in use a long time, 
and I think we can get just as much in- 
formation that way as if we say ‘‘negative, 
slightly positive, strongly positive, or very 
strongly positive.’’ The classification Dr. 
Wyman mentions amounts to the same 
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thing in practice. I have been of the 
opinion that it is bad to give a doubtful 
result. It is either negat.ve or to a cer- 
tain extent positive, and by using 1-plus, 
2-plus, etc., we not only aid in diagnosis 
but as far as treatment goes we can get 
some idea as to the etfect. If the reac- 
tion is 4-plus and comes down to 2-plus 
we realize we are getting some results. 


Another point is that very often doctors 
will send blood too soon after the last 
treatment has been g.ven. I have seen 
cases where the blood was sent to the lab- 
oratory two or three weeks after the last 
treatment and you got a 4-plus test; that 
patient was allowed to rest w thout treat- 
ment for three months, and the test was 
negative, and remained so. That is an im- 
portant point to bear in mind. 


I have had considerable experience with 
the Wassermann test and it has been my 
opinion that a 1-plus reaction alone does 
not mean syphilis; a 2-plus alone does not 
mean syphilis; you must look for other 
evidences. A 3-plus is fairly strong evi- 
dence of syphilis, and if properly carried 
out a 4-plus Wassermann reaction means 
syphilis. 


Dr. Elliott, Charleston: One phase the 
doctor did not mention, and that is the 
time at which the Wassermann becomes 
positive. As you all know, syphil’s must 
be present in the body for a considerable 
length of time before the Wassermann be- 
comes positive, and from recent experimen- 
tal work done the spirochete becomes gen- 
eralized in the circulation far sooner than 
we have suspected. It has been found that 
by inoculating rabbits and cutting off the 
testicle in 24 hours that did not prohibit 


the generalization of the spirochete, as it 
became generalized within four to forty- 


eight hours after inoculation. That phase 
I think deserves considerable attention, as 
it means the early diagnosis. The Was- 
sermann reaction does not as a rule be- 
come positive until the primary sore has 
been present about twenty to thirty days. 


Another po‘nt is the question of a per- 
manent positive Wassermann reaction. We 
know that in many cases where the pa- 
tients are not treated intensively the Was- 
sermann is positive-fast. On the other 
hand, it has been demonstrated in the last 
year or two that those who treat this con- 
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dition intensively get a great many of these 
cases negative. Pollitzer has advocated -n- 
tensive arsphenamin treatment. This con- 
sists of arsphenamin injections every day 
for three successive days, followed by mer- 
cury for three or four weeks, and then an- 
other arsphenamin injection. Ormsby 
uses the arsphenamin every other day. . I 
have found with the Ormsby method that 
a great many of these cases remain pos’- 
tive. 


Dr. M. H. Wyman: Mr. President, 1 
ask the privileges of the floor for another 
minute. > 


It does not necessarily mean when the 
plus signs come down (get fewer) that 
the case is getting better. That is what 
I get from Dr. Keidel, and I worked with 
him for twelve months. A* positive Was- 
sermann depends on antibodies, and anti- 
syphilitic treatment ought to make more 
protective bodies. We st mulate by treat- 
ment the system to manufacture protec- 
tive bodies. It is misleading to think that 
when in a new case a Wassermann comes 
down the patient is getting better. I am 
sure it is safe for the general practitioner 
if when the laboratory sends back a posi- 
tive report he considers the patient has 
syphilis; if it is doubtful, repeat it; if it 
is suggestive positive, either repeat it or 
not. I am also certa‘n it would be better 
for the busy practitioner if the laborator’es 
would send back their reports—positive, 
negative, doubtful, suggestive positive, or 
suggestive negative. 


Dr. F. A. Coward, Columbia: The de- 
sire to make it like other tests which it 
does not in any way resemble of course ‘s 
strong. Under ideal conditions we would 
like to say “positive’’ or ‘“‘negative,’’ but 
the Wassermann test is nothing but a tit- 
ration, and to sacrifice a report which in- 


dicates the extent of the reaction is sacri- 
ficing the essential thing in the test. It 


seems to me it is much better if a man is 
going to use the test to have him turn over 
the paper—let him turn over a few pages 
of a book—and if he does not know any 
more about it he had better let it alone. 
The thing is simple and the man who can- 
not understand and know just what these 
reports mean is really not being very much 
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benefited; he is only confused. Our con- 
stant effort with the test is to get it more 
uniform, so that one man’s work can be 
synchronized with another’s. Dr. Wyman 
says Dr. Keidel started with negative, 
doubtful and positive and now has had add- 
_ed the others. But we would not know 
what he meant by suggestive positive; the 
terms are too vague. The test is essen- 


tially a titration; 4-plus means that we 
have reached that point where we have 


complete fixation, but nobody knows how 
strong that test might be. We m‘ght run 
more tubes and get even up to 10-plus. 
That might be valualje in a clinical lab- 
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oratory, but in a public health laboratory 
or in large institutions such a test is not 
I think i tis desirable to have 
at least five symbols, but I hardly think 


desirable. 


it necessary to make the change, because 
we are simply substituting five new sym- 
bols for five others. 


Dr. Smith is fortunate in his work in 
that he does the entire test from beginning 
to end and has done practically 50,000 of 


them. A man who does that, I think, 
should not disturbed without good 
reason. 


LEXINGTON COUNTY 


The song of the seythe, the rustling 
of corn, and the eall of the Caseada an- 
nounced to us that the pendulum of 
time had swung ajar its gates and ush- 
ered us into the seventh month of the 
year. 


The sixth day of July chronicled a 
convention of Lexington County’s Med- 
ical Society. 


The day was typical and the Society 
was the guest of the Leesville In- 
firmary. 


Nature has smiled upon this spot and 
the environments are such that could 
not help be pleasing to any individual 
who is at all appreciative. 


In this setting is clearly portrayed 
the works not by human hands, but 
those of a Supreme Being. 


All that human hands could do to 
make this meeting enjoyable, profitable 
and a suecess was done. Cleanliness 
was conspicuous everywhere as_ is 
characteristic of this little infirmary. 


SOCIETY REPORTSS=== 


x 


The business session was held in the 
lecture room in the presence of fourteen 
physicians. 


Among these were Drs. S. E. Har. 
mon and 8. B. Fishburne of Columbia. 
Dr. Harmon is Councilor of this dis. 
trict and gave interesting discussions 
on various eases. 


Tonsillar Infections was the topie of 
Dr. Fishburne’s address and was very 
instructive. 


Interesting clinical eases were exhib- 
ited by Drs. Frontis, Holly and Timmer- 
man. The most phenomenal and inter- 
esting was that of a seven months old 
baby; a case of Meningocele exhibited 
by Dr. Price Timmerman. 


After much discussion and examining 
of a number of patients the physicians 
repaired to the dining room, where 4 
bountiful dinner was served. The table 
was very attractive with its bowls of 
blue hydrangea and white oleander. 

Shasta daisies and place cards with 
witty sayings appropriate for physi 
cians were favors. 
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As a whole, we believe this meeting 
was a success and the intent of its pur- 
pose accomplished. 

The next meeting will be held at Lex- 


ington. 
A Visitor. 


LEXINGTON COUNTY 


Meeting of Lexington County Medi- 
cal Society was held at Leesville Hos- 
pital on July 6th. 

President J. J. Wingard in the chair, 
Roll called, number present 6; number 
on roll 16. Visitors from other societies 
were: Drs. Black and Holly of Saluda, 
Frontis of Ridge Spring, Fishburne and 


Harmon of Columbia. 


No papers were read but several 
clinieal eases were shown and reports 
of eases were given, the following are 


some: 


Dr. Fishburne reported a ease with 
Iritis, Atropine used, Wassermann nega- 
tive, tonsils infeeted, and after tonsils 
were removed the eye cleared up. He 
reported another ease of Iritis with 
Wassermann positive the first time and 
negative the second, removed the ton- 
sils and eye cleared up. He also dem- 
onstrated how by simple manipulation 
a patient with a throat condition as 
tonsilitis, peritonsillar abscess, ete., 
could drink fluids without pain. 


Dr. W. P. Timmerman showed a child 
7 months old with Meningocile, which 
was discussed freely by all present. He 
also reported a ease of foeal infection 
of prepuse, patient having convulsions 
and after circumcision he got well. 
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After this the society adjourned for 
dinner in the hospital dining room, 
where a most delightful dinner was 
served. 

The next meeting will be at Lexing- 
ton, the exaet date to be fixed later, 
with the following to read papers: Drs. 
Ballinger and Wingard. 


J. H, Mathias, Secretary. 


GREAT INTEREST SHOWN IN 
SOUTHERN MEDICAL ASSOCIA- 
TION SPECIAL TRAIN FROM AT- 
LANTA. 


Numerous inquiries are being re- 
ceived by Dr. Allen H. Bunce, Secretary 
Medical Association of Georgia, and 
Mr. Pat B. Hampton, D. P. A., Seaboard 
Air Line Railway, regarding the special 
train which will be operated by the 
Medical Association of Georgia, to Hot 
Springs, Ark., account the meeting 
there Nov. 14th to 17th, as announeed 
in a previous issue of this Journal. This 
train, which will consist of all steel 
Pullman drawing room sleeping ears, 
compartment cars and dining ear, will 
leave Atlanta via the Seaboard Air Line 
Railway at 5:30 P. M., Saturday, Nov. 
12th, going via. Birmingham, Frisco 
Railroad to Memphis, thenee Rock Isl- 
and Railroad to Hot Springs, arriving 
there Sunday afternoon, Noy. 13th. 


Special Reduced Railroad Rates. 


The railroads have named a rate of 
one and one-half fare for the round trip, 
for our meeting, tickets to be sold Nov. 
10 to 16th, inclusive, with return 
limit of Nov. 31st. In order to secure 
this rate, you must have identification 
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certificate to present to ticket agent. 
You can secure these certificates from 
your local secretary, or from the South- 
ern Medical Association offiee at Bir- 
mingham. Be sure to apply for your 
certificate early, so as to avoid confu- 
sion at the last minute. 

As previously stated, all the physi- 
sians of the Southeastern States, to- 
gether with their families, who antiei- 
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pate attending this meeting, are cor- 
dially invited by the Medical Associa- 
tion of Georgia to join them on their 
special train. Requests for information 
or Pullman reservation should be ad- 
dressed to Mr. Pat B. Hampton, District 
Passenger Agent, S. A. L. Railway, At- 
lanta, Ga., or Dr. Allen H. Bunee, Seere- 


tary, Mediea] Association of Georgia, 


Healey Building, Atlanta, Ga. 
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ESSAYS ON SURGICAL SUBJECTS 
Essays on Surgical Subjects. By Sir 
Berkeley Moynihan, K. C. M. G., C. 
B., Leeds, England. Octavo of 253 
pages, illustrated. Philadelphia and 


London: W. B. Saunders Company, 
1921. Cloth, $5.00 net. 


This is one of the most interesting 
volumes of essays off the press in a long 
while. The tribute to Dr. John B. Mur- 
phy by the author, in which he reviews 
not only Dr. Murphy’s wonderful career 
hut the entire history of surgery, is 
well worth the price of the volume 
alone. The essay on Gall Stones is also 
of the greatest value. 


THE MEDICAL CLINICS OF NORTH 
AMERICA 
(Boston Number, May, 1921.) 

The Medieal Clinies of North America 
(Issued serially, one number every 
other month). Volume 4. No. 6. By 
Boston Internists. Octavo of 297 
pages, ineluding complete index to 
Volume 4 and 35 illustrations. Per 


elinie vear (Julv, 1920, to Mav, 
1921). Paper, $12 net; cloth, $16 
net. Philadelphia and London: W. 


B. Saunders Company. 


Among the exeellent articles in this 
nvmber are the following: 


Clinie of Dr. Henry <A. Christian, 
Peter Bent Brigham Hospital, Right 


eo-d Wrong Use of Diureties, page 1639. 

Clinie of Dr. T. Chandler Walker, 
Peter Bent Brigham Hospital, The 
Causes and Treatment of Seasonal Hay 
ever, page 1673. 

Clinie of Dr. Eliott P. Joslin, New 
Mngland Deaconess Hospital, Practical 
'essons for Physicians and Patients in 
Diabetes, page 1723, 
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Clinie of Dr. Francis M. Rackemann, 
Massachusetts General Hospital, The 
Vaecine Treatment of Asthma, page 
1751. 

Contribution by Dr. Horace Gray, 
New England Deaconess Hospital, Size 
and Weight in 130 Boarding School 
Boys (Middlesex), page 1899. 


THE SURGICAL CLINICS OF NORTH 
AMERICA 


(Boston Number, June, 1921.) 

The Surgieal Clinies of North America 
(Issued serially, one number every 
other month). Volume 1, No. 3. By 
Boston Surgeons. 345 pages, with 
159 illustrations. Per elinie year 
(February, 1921, to December, 1921). 
Paper $12 net; cloth $16 net. Phila- 
delphia and London: W. B. Saun- 
ders Company. 

Some of the best articles in this num- 
ber are the following: 

Clinie of Dr. William P. Graves, 
given before the Boston Surgical So- 
ciety at the Free Hospital for Women. 

Multiple Postperitoneal Cystomata. 
Artificial Vagina. Menstruatio Praecos. 
Radium in the Treatment of Cervical 
Ceneer. Radium in the Treatment of 
Menorrhagia of the Young, page 607. 
Clinie of Dr. Robert B. Osgood, Massa- 
chusetts General Hospital, Tuberculosis 
of the Knee Joint. Angiona of the 
Knee Joint, page 665. 

Clinie of Dr. William E. Ladd, Chil- 
dren’s Hospital, Congenital Hypertro- 
phie Pylorie Stenosis, page 797. 

Clinie of Dr. Frederic J. Cotton, Chief 
Consultant in Surgery, U. 8S. Publie 
Health Service, Park Hill Hospital, 
Boston, A  ‘‘Reeonstruction” Cline, 
page 873, 

Clinie of Dr. David Cheever, Peter 
Bent Grigham Hospital, Tuberculosis of 
the Mammary Gland, page 919. 
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Soap—No Chalk 


Pepsodent is mildly and 
properly acid 


Soap and chalk mean alkaline den- 
tifrices. Alkalies are salivary depres- 
sants. 


The best dental opinion, as you 
know, demands mildly acid applica- 
tions to stimulate salivary flow. 


Pepsodent reduces the viscosity 
of the saliva to increase its protect- 
ing and bathing properties. 


Pepsodent increases the ptyalin— 
the starch digestant in saliva, so that 
agglutinated starchy food particles, 
adhering to the teeth, may easily be 
removed. 


Pepsodent maintains a normal 
alkalinity — Nature’s neutralizing 
agent in saliva, to cope with the 
acids which destroy enamel. 


Pepsadént 


A Modern Dentifrice a 
An acid tooth paste which brings 
five effects desired by modern 
authorities _| 
. Enclose card or letterhead 


Pepsodent also removes the mucin 
plaque and leaves the teeth so highly 
polished that deposits cannot easily 
adhere. 


Dentists everywhere now approve 
these properties. Pepsodent is rap- 
idly supplanting the old methods 
now known to be contra-indicated 
and incorrect. 


Pepsodent service 


Men, qualified by education, in the 
Dental Department, will gladly an- 
swer all questions. Scientific bulle- 
tins descriptive of Pepsodent tests 
and results, together with a full-sized 
tube for experimental purposes, will 
be sent upon request. 


THE PEPSODENT COMPANY, 691 
Ludington Bldg., Chicago, Il. 
Please send me, free of charge, one 


